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Abstract Migrant and diasporic communities who identify as Muslim are under-
represented in mental health care across Western Europe. At the same time, they are
particularly at risk of suffering from mental health problems. We seek to explore this
underrepresentation in theoretical terms and do so through a critical analysis of
sociological literature focused on Muslims and mental health care in a context of
migration to Europe. Pursuing the Foucaultian insight that mental health institutions
shape subjects that pass through them, we reframe this underrepresentation in terms
of subjectivity and the failure to be ‘‘good’’ subjects of Western biomedical regimes.
This article aims to sharpen the critical lenses required for such an investigation, in
order to use those lenses to discern mechanisms of ‘‘othering’’ within the relevant
sociological scholarship. These mechanisms consist of both universalising and essen-
tialising particular experiences, and need to be understood in relation to colonial
frameworks. As both mechanisms are premised on disregarding agency, we conclude
by arguing in favour of taking the agency of subjects with mental health issues into
account.
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Introduction
There is striking evidence that diasporic communities from Muslim-majority
countries are underrepresented within mental health care institutions across
Western Europe (Doornbos et al, 2013; Gailly et al; 1988).1 At the same time, the
existing body of scholarship suggests that precisely these subjects are particularly
at risk of suffering from mental health problems (Buytaert et al, 2009; Colac¸o
Belmonte, 1976; Inhorn and Serour, 2011). Hence, we are confronted with
somewhat of a conundrum, and its concomitant questions: Where do diasporic
communities from Muslim-majority countries go with their mental health
concerns? Do they find their way to the existing mental health services? If not,
where do they take their mental health concerns? If yes, how do their contacts
with, and trajectories through, the established mental health services look like?
Moreover, what does their underrepresentation within mental health services
reveal about the social organisation of mental health care?
This article is part of a larger study that seeks to address such questions. Our
study draws upon qualitative research to map out the existing frames of mental
health care amongst a wide spectrum of mental health care providers in the city
of Ghent, Belgium, as well as to conduct biographical research with mental
health care seeking individuals within diasporic communities from Muslim-
majority countries who are settled in Belgium.2 As an ethnic and religious
minority, situated in particular intersections with class and gender, diasporic
Muslims in Belgium are faced with multiple processes of racism and exclusion.3
This raises important questions, since research in Europe and the US indicates
that racism and racial stratification can result in ‘‘mental health problems’’
(Brown, 2003; Chakraborty et al, 2010; Karlsen et al, 2005)4.
While we acknowledge the importance of clinical practice as a source of
knowledge production, our study has a sociological character and does not take a
clinical dimension on board. That said, we do recognise resonances between our
questions and certain clinical approaches within critical psychiatry (see e.g.
Blackman, 2001) or ethnopsychiatry (Nathan, 2001).5 Furthermore, while
qualitative empirical research is crucial to our project at large, the questions we
seek to address are in dire need of theoretical investigation. In this article, we
propose some of the theoretical legwork that facilitates attending to the
conundrum sketched above. We approach the underrepresentation at the heart
of this conundrum through foregrounding the question of the constitution of the
subject. Pursuing the Foucaultian insight that mental health institutions shape the
subjects that pass through them in particular ways (Rose, 1999), we reframe the
above-mentioned underrepresentation as a question of Muslim diasporic com-
munities in Belgium not being the ‘‘good’’ or ‘‘proper’’ subjects of the Western
biomedical regimes of mental health.6 In other words, we are interested in how
processes of subjectification matter to the question of underrepresentation, and
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seek to explore in a theoretical enquiry that looks at the sociological literature
relevant to this underrepresentation, and how particular subjects end up being
positioned at odds the with existing institutions of mental health care.
Following a Foucaultian understanding of subjectification, and more in
particular Nikolas Rose’s approach to subjectivity, we understand subjectifi-
cation as the process through which the subject is constituted and take this
process of becoming to have ontological pre-eminence on the subject (Rose,
1998). Or as Rose puts it, ‘‘The subject and ‘its’ attributes now appear as an
effect of a range of processes that give rise to the human being assuming or
taking up a certain position of subject – a position that is not universal but
always particular’’ (Rose, 1998, p. 8; our emphasis). Rose’s theory also builds
on the Foucaultian insight that ‘‘the ethics of subjectivity are inextricably locked
into the procedures of power’’ (Rose, 1998, pp. 78–79). Modern power,
Foucault famously argued, does not function by repression and domination
alone, but is productive: it actively produces certain subjects, shapes psyches
and fabricates persons with certain desires (Blackman et al, 2008; Rose, 1998).
Rose’s approach to the subject and power seems particularly useful to us to
explore how particular subjects, such as Muslim diasporic communities in
Belgium, find themselves at odds with the ‘good subject’ of mainstream mental
health care services, that underlies prevailing processes of subjectification
within those services and shapes the accessibility of mental health care.
Through thinking about subjectification and mental health through a particular
minority group that has hardly been discussed in the scholarship of Rose and
Foucault, we also hope to contribute to that scholarship.
Our discussion is structured as follows. In the first part of the article, we
gather and sharpen a number of critical lenses centred on the positionings of the
underrepresented subject as ‘‘other’’. We specifically consider the lenses of
disability, religion, ethnicity, migration and gender, from a critical theoretical
perspective. Relying on these critical lenses, the second part seeks to discern
mechanisms of ‘‘othering’’ within the sociological scholarship on Muslims,
migration and mental health in a European context. A third part reflects on
how these mechanisms of ‘‘othering’’ relate to what Bhambra (2007) has called
the absent ‘‘missing revolution’’ of postcolonial theory within sociology. By way
of conclusion, we consider how anchoring sociological studies on mental health
and Muslim migrants more firmly on the concept of agency might further
enable us to unpack the initial conundrum.
At the Cross-Roads of Social Relations of Power
The conundrum at the heart of this article, and our framing of it in terms of the
constitution of the subject, is situated at a particular cross-roads of social
relations of power that has only just began to attract the attention of social
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sciences, namely the intersection of disability, religion, ethnicity, migration, and
gender (Goodley, 2011; McCall, 2005; Shaw et al, 2011). In this section, we
present a set of critical lenses, which emerge from the interdisciplinary bodies of
critical knowledge grafted on the different social relations of power that shape
the particular subject of this enquiry – Muslim diasporic communities in
Belgium.
Our point of departure is ‘‘disability’’ as a critical lens, as it materialises
within a growing tradition of (critical) disability studies as an interdisciplinary
field that fosters various paradigmatic shifts in relation to the ontological and
epistemological grounds of disability in existing theory, policy, research and
practices (Goodley et al, 2012). Here ‘‘disability’’ is defined as a fundamentally
social, cultural, political, historical and relational phenomenon (Barnes and
Mercer, 2003; Corker and Shakespeare, 2002; Devlieger et al, 2010; Gustavs-
son et al, 2005). In this vein, critical disability theory has radically challenged
biomedical and individual approaches to disability and impairment (Barnes and
Mercer, 2003), which most often adopts a pathological take on ‘‘mental health
problems’’ (Beresford, 2000). Rather than reaffirming a Cartesian vision of
disability that renders disabled bodies and minds as biological, pre-social and
essentialist essences, critical disability studies challenge the idea that ‘‘biology is
destiny’’ (Linton, 1998, p. 532). Hence, disabled bodies and minds are,
according to an anti-essentialist frame of reference, reframed and captured as
non-dualistic, dynamic, relational, and fundamentally social phenomena in our
societies (Roets and Braidotti, 2012). Nevertheless, some prominent disability
scholars have argued that the relation of ‘‘mental health problems’’ to (critical)
disability studies is complex and contested (Beresford, 2000; Kristiansen, 2005;
Vandekinderen and Roets, 2016). As Kristiansen (2005) puts it
‘‘A central finding (…) indicates that ‘something’ exists, which we have
called being crazy, but also that the social consequences are numerous and
often more devastating, as well as complex’’ (Kristiansen, 2005, p. 388).
In critical disability studies, however, these questions have generated a
sustained interest in theorising the difference of impairment while embracing a
social approach to mental health. As Vandekinderen and Roets (2016, p. 3)
assert recently, these scholars address and embrace the complexity of
conceptualising interpretations of mental health issues where ‘‘the predicament
of impairment can imply, in theoretical as well as in practical real-life terms,
both a limitation and potential that matters’’.
This brings us to a second important critical lens in our approach to the initial
conundrum: religion. The relationship between religion and mental health is an
ambiguous one, and the scholarship on the relation between religion and mental
health remains inconclusive: some studies indicate that religion and spirituality
have positive influences on mental health and identity constructions (Schieman
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et al, 2013; Wood et al, 2011),7 while others present a more differentiated
picture and find that only the attendance of masses and not the amount of
prayers is associated with fewer depressive feelings (Van de Velde and Van der
Bracht, forthcoming). Studies also show that, when a religious community is
rather hostile to a member (with mental health problems), the generally inverse
relationship between attendance of masses and distress can reverse, with
negative consequences for that person’s mental health (Schieman et al, 2013).
Yet it should be noted that many studies on religion and mental health deal
specifically with Western Christianity, and thus, there is a danger that research
findings on mental health and Christianity are generalised as insights about
mental health and religion. While more recent work seems to indicate similar
patterns of religiosity and mental health within Islam (Utz, 2012), studies also
show that Muslims often appeal to religious practices in cases of psycho-
emotional problems (Ali and Aboul-Fotouh, 2012). A second critical remark
pertains to the category of religion, and its relation to culture and ethnicity.
What in a context of Western modernity has been firmly delineated as
‘‘religion’’ is often not easily distinguishable from questions of ethnicity and
culture. A case in point is the belief in supernatural creatures called jinn and the
possibility of being possessed by them. While the belief in jinn is strongly
connected to Islamic cultures, with a marked prevalence within Pakistani,
Middle-Eastern or North-African communities (Khalifa and Hardie, 2005),
certain contemporary tendencies within Islam and notably those who seek to
redeem a more ‘‘pure’’ religious practice, purified from cultural and ethnic
elements, are more adverse towards the belief in jinn. Yet an enquiry into
Muslims and mental health does have to reckon with the subject of jinn.8 One
of the first articles in the Low Countries on Muslims who are also mental health
patients and believe their condition is caused by possession was published in
1976 (Colac¸o Belmonte, 1976). More recent estimations of the belief in jinn
state that 80 % of Muslim migrants diagnosed with a psychotic disorder make
reference to jinn in explaining their condition (Blom et al, 2010).
This raises the question of how distinct paradigms, such as the dominant
Western biomedical, a traditional Moroccan and an Islamic one, each approach-
ing mental health in different ways, relate to each other. The Western paradigm
holds a universal pretence and a widespread assumption that an Islamic
perspective on mental health is largely irreconcilable with Western psychother-
apies (Carter and Rashidi, 2003). In many ways, however, such an assessment
seems too categorical and generalising. Some studies show that Muslims
particularly seek refuge in (Western) biomedicine (Ali and Aboul-Fotouh,
2012; Inhorn and Serour, 2011), while others suggest that patients often turn to
biomedical care and only when they are unsatisfied, traditional caregivers are
consulted (Patel, 2001). In other words, it is safe to assume that those struggling
with mental health issues might draw upon a variety of perspectives on mental
health and healing that are available to them, even if these belong to significantly
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different paradigms. Once more the belief in jinn is a case in point as it draws
attention to the difficult interactions between minority and Western biomedical
worldviews.While classical biomedicine labels visions and ‘‘imaginary’’ voices as
hallucinations (Blackman, 2001), within some Middle-Eastern, North-African
and Islamic environments, such phenomena are taken as relatively normal, and
are met with specific healing practices (Nathan, 2001). There is, however, still
little knowledge about how these different discourses and practices interact
(Abdullah and Brown, 2011; Mellor et al, 2013). Moreover, while some doctors
and scholars advocate collaborations between biomedical practitioners and
religious counsellors (Khalifa and Hardie, 2005), most Western professionals
continue to interpret mental health conditions within established biomedical
frameworks, and refer to experiences which some Muslims might ascribe to jinn
in terms of hallucinations and psychotic disorders (Blom et al, 2010).
Given the instability of religion as a category, and its intertwinement with
ethnicity, we also take on ethnicity as a critical lens. Sociological studies ofmental
health (care) often lack attention to ethnicity or culture (Abdullah, 2007;
Doornbos et al, 2013; Inhorn and Serour, 2011; Missinne and Bracke, 2012), as
notably the critique of how epidemiologic estimations are often based only on
western clinical pictures has shown. The WHO Studies of Schizophrenia, and
their seemingly contradicting results, are a case in point. A pervasive criticism of
the WHO study holds that, from a cultural point of view, the most interesting
patients were left out, as the study only considered respondents who already
compliedwith its ‘‘schizophrenia prototype’’, which implies that the sampleswere
restricted and constructed (Burns, 2009; Kleinman, 1987). A second criticism
contends that the WHO studies underemphasise cultural differences observed in
case of symptomatology and help-seeking behaviour (Kleinman, 1987). Most
epidemiological research is still based on the assumption that mental health
problems are biomedical and universal (Patel, 2001). Yet cross-cultural
measurements of depression reveal that the central place attributed to mood
changes in the clinical picture seems to point at a Western cultural configuration
and loses much of its applicability in other, non-Western, contexts. This results in
lower rates of depressions when the measurements are based on the so-called
Western biomedical classifications, like the DSM (Patel, 2001).9 Causes for these
kinds of systematic bias includemethodological difficulties to recruit participants
with a migration and/or minority background for studies on the sensitive topic of
mental healthcare (Doornbos et al, 2013); the lack of cross-cultural valid
measuring instruments (Missinne and Bracke, 2012); or negative attitudes
towards ethnic minorities and religion (Abdullah, 2007). Moreover, mental
problems amongst ethnic minorities and migrants are commonly underreported
whenever these problems are considered as signs of moral weakness (Beauboeuf-
Lafontant, 2007; Kleinman, 1980, 1987; Missinne and Bracke, 2012).
The question of migration, moreover, adds a significant layer to this discussion.
Migration influences identity constructions and potentially provokes ‘‘psycho-
Rondelez et al
 2016 Macmillan Publishers Ltd. 1755-6341 Subjectivity
emotional’’ problems, and diasporic communities are often confronted with factors
such as precarity and poverty, which can aggravate these experiences (Borba et al,
2012; Kleinman and Benson, 2006). In addition, studies show that in many
European countries North-African migrants have higher risks of depressive feelings
than other migrants (Missinne and Bracke, 2012). While the authors could not
explain this result, there are indications that acculturation anddiscrimination lead to
more stress andmentalhealthproblems (InhornandSerour, 2011). Inaddition, some
studies point to cultural variance related to race and ethnicity inmental illness stigma
and suggest that stigmatising attitudes influence racial and ethnic disparities in the
use of mental health services (Abdullah and Brown, 2011). Moreover, while people
with mental health problems in general often report feelings of not being taken
seriously and experiences of paternalism (Kleinman, 1988; Mestdagh and Hansen,
2014), such experiences are even more manifest with service users with an ethnic
minority and/or diasporic background (Inhorn and Serour, 2011; Patel, 2001). This
includes a marked tendency to consider their complains as somatic (Patel, 2001).10
Last but not least, the question ofmental health needs to be considered through
the critical lens of gender. From a gender study’s perspective, higher depression
rates amongst women have been accounted for by ‘‘the silencing paradigm’’
(Beauboeuf-Lafontant, 2007), which highlights how social expectations and
cultural standards of femininity refrain women from expressing their experiences
and ideas. The limited research that puts Muslim women’s accounts central is
marked by an incongruity. On the one hand, some women within ethnic
minorities and/or migrant communities consider emotional problems as the
norm, as part of what ‘‘being a woman’’ within their community implies
(Doornbos et al, 2013, Inhorn and Serour, 2011). On the other hand, other
women within the same communities seemingly deny their emotional problems
(Beauboeuf-Lafontant, 2007).11 In addition, the diminished accessibility of
reliable mental health care, as well as the fear of rumours, often lead ethnic
minorities and migrants, particularly women, to seek to solve their (socio-
emotional) problems by themselves (Doornbos et al, 2013). Although informa-
tion about the kind of help they seek is scarce, religious practices and individual
therapy seem tobe considered as themost useful (Abdullah, 2007,Doornbos et al,
2013). Studies show that demands for alternative counselling forms as ethnic
minorities and migrants often remain suspicious of traditional (Western) mental
healthcare (Doornbos et al, 2013, Inhorn and Serour, 2011).
Mechanisms of Othering and/in Mental Health
These critical lenses, referring to the different subject positions that matter to
the underrepresentation we seek to address, bring us to the question of
subjectification within mental health care. Following Foucault, we understand
subjectification as the process through which the subject is constituted and take
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this process to have ontological pre-eminence on the subject (Foucault, 2006).
Moreover, we consider that mental health institutions and services shape the
subjects that pass through them in particular ways (Rose, 1999), and notably
through normalisation techniques.
Normalisation techniques are at the heart of how Foucault understood the
operation of modern disciplinary power and its relationship with the subject;
they are grounded in the demarcation between ‘‘the normal’’ and ‘‘the
abnormal’’, which is pervasive within modern society and its institutions
(Foucault, 2006). Foucault was inspired by Georges Canguilhelm who situated
the body and its hard, essentialist existence as a historically contingent
phenomenon, with an emphasis on adaptation over deviation. Canguilhelm
(1989, p. 239) raised a sharp critique on practices of normalisation and
consequently devaluation:
A norm, or rule is what can be used to right, to square, to straighten. To
set a norm (normer), to normalize, is to impose a requirement on an
existence, a given whose variety, disparity – with regard to the require-
ment – present themselves as a hostile indeterminacy.
This demarcation between ‘‘the normal’’ and ‘‘the pathological’’, Braidotti
(2013) argues, effectively operates as one of the most powerful analytic
resources for displaying how West-European societies have constructed human
categories and subject positions that we then assume to be unitary and
universal.
This insight is particularly relevant for the field of mental health, as
normalising techniques are at the heart of Western biomedical approaches to
mental health care, which position some human beings as ‘‘abnormal’’ and
deviant from the abstract standard of ‘‘normal man’’ (Appignanesi, 2008;
Blackman, 2001; Tremain, 2005). The biomedical community indeed con-
structs its subject(s) – the human body with its mental illnesses, disorders and
disabilities – through what has been called the ‘‘tyranny of the normal’’ (Hahn
and Kleinman, 1983; Kleinman, 1980). It is therefore important to challenge
‘‘natural’’ constructions of the ‘‘constitutive Other’’ that circulate in West-
European societies, and uncover the processes through which they come into
being (Roets and Braidotti, 2012).
In what follows, we attend not to actual normalisation techniques within
mental health services, an enquiry that requires empirical study, but rather to
discursive strategies within the sociological literature that rely on the above-
mentioned demarcation and subsequently frame the subject of mental health in
particular ways. We call these discursive strategies ‘‘mechanisms of othering’’,
which point to a dense power/knowledge nexus and align with the construction
of the ‘‘good subject’’ of Western biomedical regimes of mental health care, and
hence are in need of uncovering if we seek to account for the
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underrepresentation of ‘‘other’’ subjects. Without claiming to be exhaustive, we
found two mechanisms of ‘othering’ to be pervasive in much of the sociological
studies related to mental health and Muslim migrants in Europe.
A first mechanism of othering consists of ignoring the particular experiences
and livelihoods of religious and ethnic minorities with mental health problems.
In other words, too often experiences of those finding themselves in majority
positions, such as white, middle-class, and male, are universalised and taken to
represent conditions of mental health ‘‘in general’’. This notably implies that
minority experiences too often are disregarded within the production of
knowledge about mental health. Hence a critical approach to the question of
universality is crucial in unpacking our initial conundrum.
As many strands of critical theory have argued, within the Western symbolic
system, including its sciences, majoritarian subject positions such as ‘‘white’’
and ‘‘male’’ are often invisible or unmarked positions, precisely because they are
taken to be universal. This universality, however, has been subject of critique,
notably within feminist theory and feminist science studies, where it has been
deconstructed as a pseudo-universality, which bears the marks of the male,
white and heterosexual subject (Harding, 2008) – even, or especially, as this
bearing is disavowed. For Braidotti, universalism refers to the classical ideals of
‘Man’ which ‘‘uphold a specific view of what is human about humanity (…)
[and] assert with unshakable certainty the almost boundless capacity of humans
to pursue their individual and collective perfectibility’’ (Braidotti, 2013, p. 13).
This universalism can be seen as the emblem of Humanism, Braidotti argues,
which is a doctrine that combines the biological, discursive and moral
expansion of human capabilities into an idea of rational progress, and
developed historically into a civilisational model based on a particular and
hegemonic Eurocentric worldview. This Eurocentric paradigm implies ‘‘the
dialectics of self and other, and the binary logic of identity and otherness’’
which leads to the notion of ‘difference’ as pejorative (Braidotti, 2013, p. 15).
The effect of this universalism can be traced in Western biomedical regimes,
and in their particular understanding of the human body and mind (see e.g.
Hahn and Kleinman, 1983). Mental health care developed within such a
perspective regularly fails to take into account that different socialisation
processes co-exist and interact with each other, often creating new cultural
formations and socialisations. When migrants arrive in a new country and
cultural environment, moreover, they often become immersed in these (new)
socialisation processes and later generations construct their own hybrid forms
of mental health knowledge systems. Moreover, while Western biomedical
regimes have been exported around the world through processes of colonisation
and globalisation, they also interact in various ways with different socio-
cultural contexts, thus creating their own (hybrid) forms of the biomedical
system (Harding, 2008).12
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Meekosha (2011) developed a version of this argument about universalising
tendencies and power differentials with respect to disability and North–South
relations: the literature on disability, she argues, is generally characterised by a
dominance of universalist and totalising tendencies that she connects to the
global North. She argues that ideas and cases from ‘‘the South’’ are either
omitted or incorporated within a Northern frame of reference, and the internal
diversity within communities in the global South, or more hybrid cultural
environments is often overlooked (Meekosha, 2011). In her work, Meekosha
(2011) draws attention to how the global South remains marked by the
disabling memories of colonialism as well as more recent disabling power
relations between the global North and South. While (critical) disability studies
seek to challenge the normativity of ablism, Western universalism emerges,
Meekosha argues, when experiences of people with disabilities in the global
South are elided (Meekosha, 2011).
While Meekosha’s argument is focused on North–South relations, it points to
a dynamic of universalising tendencies that can be traced between a given
Western nation-state and its ethnic minorities and diasporas from the global
South.
A second mechanism of othering might be considered as the other side of the
same coin of universalism, and consists of essentialist notions of human
subjects. As Braidotti asserts, when subjectivity is equated with universal
rationality and self-regulating ethical behaviour, ‘‘Otherness is defined as its
negative and specular counterpart. In so far as difference spells inferiority, it
acquires both essentialist and lethal connotations for people who get branded as
‘others’’’ (Braidotti, 2013, p. 15).
Essentialising Muslims and/or ethnic minorities as fundamentally different is
one of these lethal disqualifications. To belabour this point, we turn to the
seminal work of Edward Said (1981, 2005). Relying on a Foucaultian
understanding of discourse, Said identified Orientalism as a historical and
systematic discipline by which Europe produced the Orient, thus further
unpacking the intricacies of power/knowledge through laying bare the intimate
relationships between colonialism and the scholarly study of the Orient. At the
heart of Orientalism, Said argues, lies the production of an ontological and
epistemological distinction between the Orient and the West – a distinction that
is essentialised. More recently, and notably in the context of the reshuffling of
the geopolitical landscape, the notion of the Orient has increasingly come to
coincide with Islam resulting in the well-known oppositional framing of the
West and Islam in which superior values are attributed to the West and inferior
ones to Islam (Said, 2005; Sayyid, 2003). The epistemological structures of
Orientalism obscure the profoundly dialectical ways in which identities of, and
knowledges about, self and other are constructed (Mohanty, 1988).
These mechanisms of essentialising can be subtle, as in the case of the
aforementioned WHO studies on schizophrenia, where Orientalist mechanisms
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can be traced in the ways in which culture is often taken to be synonymous with
ethnicity or nationality. This is baleful considering the associated stereotyping
(Kleinman and Benson, 2006), the fact that it does not make sense from an
analytical point of view to conflate these concepts and the tendency to put every
‘‘oriental’’ person, i.e. Muslim, on a par with Islam, without distinctions (Said,
1981, 2005). Such generalising tendencies cannot be helpful for psychological
care. Another, perhaps more subtle, manner in which essentialising dynamics
are at play can be found in the assumption that a therapeutic relationship
benefits from racial, ethnic, or cultural similarity.13 A lack of resemblance
within a therapeutic relationship might trigger a presumed lack of understand-
ing, it is argued, because practitioners have more problems to accurately assess
the emotions of patients with a different background (Bhui and Bhugra,
2004).14 We might also speculate, however, that a shared ethnic background
between counsellors and clients could create specific problems, such as the
client’s concern about the counsellor passing personal information on to the
shared ethnic community (Tsang et al, 2011). In any case, there is evidence that
differences other than ethnic or religious background play out within
therapeutic relationships (see e.g. Blackman, 2001; Groen, 2009). This critique
of essentialising as an othering mechanism points us, once again, to the
relevance and importance of an intersectional way of thinking.
The Absent ‘‘Missing Revolution’’ of Postcolonialism in Sociology
Before we move to our conclusions, we want to pause on what these two
mechanisms of othering point to, and relate them to what Gurminder Bhambra
(2007) calls the paradoxical absence of the ‘‘missing revolution’’ of postcolo-
nialism within sociology. Sociological engagement with postcolonial critique
remains strikingly absent, while the emergence of sociology as a discipline, and
hence its conceptualisation of the social, coincided with the crux of Western
imperialism (Bhambra, 2007). One of the things these mechanisms of othering
point to, we believe, is the systematic misrecognition of the role of colonisation,
both historical colonisation as well as persisting colonial dynamics, within the
construction of ‘‘madness’’ in the West.
This misrecognition persists despite the seminal critical work of Frantz
Fanon, who has written extensively on the relationship between mental health
and racial oppression as well as colonialism. In Peau noir, masques blancs
(1952) Fanon documents the devastating psychological effects of racism in the
search for Black identity, while in L’an cinq, de la re´volution alge´rienne and Les
damne´s de la terre (1961) he attends to the dehumanisation of colonial
domination. Fanon’s work analyses Algerian culture and society under
conditions of French colonisation, attending, amongst other things, to the role
of biomedicine under French rule. Trained as a psychiatrist, Fanon came to
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believe that it was impossible to be mentally healthy in a sick society, which is
how he understood societies marked by colonialism, both as coloniser and
colonised. These analyses pushed him into the direction of psychoanalysis, with
its particular approach to the making of the subject, while rejecting the
universalist claims of classical psychoanalysis in favour of a therapeutical
approach that takes the context of colonisation into account.
Beyond Fanon’s great influence within postcolonial theory, his work is also
increasingly taken up within (critical) disability studies and notably in
scholarship that takes the global South as its point of departure. In this vein,
the construction of disability in the global South has been linked with the
domination of racial and gender ideologies in the global North (McCall, 2005;
Meekosha, 2011; Patel, 2001; Said, 2005).
In relation to mental health and ethnic or religious minorities in the West,
however, Fanon’s insights beg to be further developed. We might, for instance,
question Blom et al (2010) or Sheikh’s (2005) recommendations of cooperating
with imams who are believed to grant less value to jinn: is it necessary that
patients from Muslim diasporic communities are convinced that their symp-
toms are not caused by jinn? For whom is this necessary, whether for the
(benefit of the) patient or for the therapist? Moreover, many studies (a.o. Blom
et al, 2010; Colac¸o Belmonte, 1976; Sheikh, 2005) often seem to rely on
implicit (orientalist) assumptions that non-western societies and individuals are
‘by nature’ more traditional and non-scientific and that an Occidental
explanatory model is capable and necessary to overrule and regulate Oriental
explanatory models (Patel, 2001; Said, 1981, 2005; Sayyid, 2003).
Conclusion
We began with the following conundrum: the mental health of diasporic
communities from Muslim-majority countries in Belgium seems to be partic-
ularly at risk, yet these subjects are strikingly absent from mental health care
institutions in Europe. While acknowledging the complexity and multi-
dimensional character of processes of exclusion, we centred our theoretical
exploration on processes of subjectification as we take on a Foucaultian point
of departure that the mental health care system shapes the subjects that pass
through its institutions in particular ways. To further explore the question of
subjectification, we rely on the notion of normalisation techniques, which is
essential to how Foucault understood modern disciplinary power and its
relationship to the subject, and which is grounded in the demarcation between
‘‘the normal’’ and ‘‘the abnormal’’.
In this article, we have looked at discursive strategies within the sociological
literature that rely on the above-mentioned demarcation and frame the subject
of mental health in particular ways and have called those strategies
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‘‘mechanisms of othering’’. The first mechanism of othering we identified is a
process of universalising that is based on the elision of minorities’ mental health
experiences. We also identified, as the other side of the same coin, processes of
essentialising Muslims and/or ethnic minorities as fundamentally different. By
way of conclusion. we would like to highlight the fact that both of these
mechanisms are characterised by a relative lack of attention to the agency of
Muslims with mental health problems. This is the case in the previous work,
like Colac¸o Belmonte’s article (1976) that strongly focuses on socio-cultural
dimensions at the expense of overlooking the patients’ agency, and remains
present in a more recent work, like in Abdullah and Brown (2011), suggesting
that cultural aspects related to peoples’ ethnic ties are deeply entrenched,
sometimes even unconsciously so.
A more sustained attention to agency can be found in the ‘silencing paradigm’
as it was theorised within gender studies. Yet the silencing paradigm is mostly
based on the experiences of white, North-American women (Beauboeuf-
Lafontant, 2007), and more research is needed to investigate whether this
paradigm holds true for women who are racialised as ‘other’, as well as ethnic,
cultural or religious minorities in general. It might indeed be that people of
diasporic communities develop (psycho-emotional) problems as a consequence
of cultural displacement and loss and of aspiring too much to live up to social
expectations. Yet the silencing paradigm comes with another set of problems:
following Braidotti (2013), we would argue that it exchanges one criticised
identity for another ‘‘more authentic’’ identity and question this attribution of
‘‘authenticity’’. Moreover, while the silencing paradigm does recognise women’s
agency within the recovery process, it also fails to recognise that identities and
subjectivities are always in process and that they are affected by social
perceptions, resources and contexts. Identity constructions, moreover, are very
complex in contexts of migration and of belonging to an ethnic or religious
minority (Buytaert et al, 2009).
If, in sum, othering mechanisms rely on the failure of recognising the agency
of those with mental health issues, taking agency as a point of departure might
lead us beyond those mechanisms of othering. This conclusion is a call for more
research ‘‘from below’’ that effectively follows the trajectories of diasporic
communities from Muslim-majority countries through established mental
health care provisions as well as explores the other places and practices, and
notably religious healing practices, which people with mental health issues
pursue. Moreover, a pronounced focus on agency could possibly also shed light
on the above-mentioned incongruity in the different reactions of migrant
women to mental illness (cf. Beauboeuf-Lafontant, 2007); an incongruity that
requires more research: is this a case of the tactic use of different registers
amongst respondents, or simply a question of different worldviews and
interpretations between the respondents and (social) scientific researchers?
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We would like to end, however, by acknowledging that such a sustained
attention to agency in and of itself is not enough. Following Bhambra’s (2007)
argument about the situated formulation of sociology’s core concepts, the
notion of agency might also be in need of rethinking, in line with a larger
intellectual project of decolonising theory. Here we are reminded of the critique
of Saba Mahmood’s (2005) critique of ‘‘the turn to agency’’ in the field of
gender and religion. Relying on ethnographic work in the women’s piety
movement in Egypt, Mahmood examines the assumptions and elisions that
attend the focus on agency within the study of gender and religion, and how
these assumptions constitute a barrier to account for women involved in non-
liberal religious movements. Within feminist theory, Mahmood argues,
‘women’s agency’ is most often understood as the realisation of one’s own
interests against the weight of custom, tradition or transcendental will, yet this
notion of agency fails to account for the agency of pious women. Mahmood
offers a re-conceptualisation of agency as a capacity for action enabled and
created, sometimes paradoxically, by historically specific relations of subordi-
nation rather than in opposition to them. While Mahmood’s work is specifically
developed in the context of scholarship on gender and religion, we follow her
argument in favour of reconstructing local and situated registers and practices
of agency, and the implications that has for reconceptualising agency.
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Notes
1 It is difficult to present empirical (epidemiological) data to support this observation, because of the
limited research done about this topic and the lack of a systematic registration system of the origin
of clients in (mental) health care and social welfare services (Lodewyckx et al, 2005). Yet we can
present some indications of the Belgian situation. A study (Fossion et al, 2002) in a Brussels
psychiatric emergency department indicates that Moroccan patients of the second generation less
often came to the hospital by themselves, but more often with pressure of their family (18 vs. 7 %
of the Belgian patients) or the police (14 vs. 6 %). Finally, Moroccan patients of diasporic
communities in a Brussels psychiatric emergency department (Fossion et al, 2004) seem to be less
often registered by a referral psychiatrist (45 vs. 57 %).
2 The title of the project is ‘Identity constructions at the intersection of mental illness, religion,
ethnicity and gender in Belgium’ and it is funded by the FWO, the Research Foundation Flanders.
3 For a specific account of the Belgian situation, see Buytaert et al, 2009; Fadil et al, 2015; Reniers,
1999; Verhaeghe et al, 2012. In Belgium, the overwhelming majority of Muslims are the
descendants of post-1964 workers who came from Morocco and Turkey, mostly from rural and
traditional backgrounds, either through a labour contract in low-skilled working class jobs or
through family reunions (Buytaert et al, 2009; Fadil et al, 2015; Reniers, 1999; Verhaeghe et al,
2012). This labour migration, moreover, is marked in terms of gender: at first, the migrants were
male low-skilled workers between 25 and 40 years of age, who were subsequently joined by
spouses and families when initial dreams of return were exchanged for a more permanent
settlement in Belgium, notably after migration policies had been tightened (Reniers, 1999,
Verhaeghe et al, 2012). Initially characterised in terms of socio-economic status, as ‘‘guest
workers’’, gradually, this population was designated in cultural, ethnic and religious terms: guest
workers became ‘‘allochtonous’’, Moroccans and Turks, and ‘‘Muslims’’ – the latter shift coinciding
with a renewed importance of Islam in the lives of these migrants and more significantly their
children and grandchildren (Fadil et al, 2015).
4 We deliberately place ‘mental health problems’ in quotation marks, not to deny their existence, but
to denote their social, cultural, historical and political character (Vandekinderen and Roets, 2016).
5 Critical psychiatry refers to the approach that questions the assumptions that lie beneath
traditional psychiatric knowledge and practice. They question amongst other things the practice of
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diagnosis, the role of contexts and meanings in the practice and theory of psychiatry, and the
historical and philosophical basis of psychiatric knowledge and practice. Ethnopsychiatry, as
Nathan (2001) suggests, is a psycho-therapeutical approach that deliberately considers people in
terms of their attachments and thus as part of collectives, and works with the language and frames
that people bring to the therapeutical encounter.
6 The invocation of good and bad subjects relies on an Althusserian understanding of interpellation
and its centrality in the constitution of subjects.
7 In the case of ethnopsychiatry, religious traditions, attachments and rites are a crucial tools within
the therapeutical encounter (Nathan, 2001).
8 This is precisely what happens in the therapeutical practice in ethnopsychiatry (Nathan, 2001).
9 The purported universal and homogenous character of ‘Western biomedicine’ needs to be
unpacked (Blackman, 2001). Often cultural aspects or subjective positions or not taken into
account and those result in much more variation than is often assumed (Gailly et al, 1988).
10 This is connected to the rather contradictory observation that in some European countries
individuals of diasporic or ethnic minority background are overrepresented in special education or
in statistics about diagnoses of mental and developmental illnesses (Blackman, 2001). Social or
medical professionals usually account for these problems in terms of the impact of migration
experiences of mothers on children (Verhaeghe et al, 2012).
11 However, the one that is called the ‘depression’ in Western societies is not necessarily absent in
other societies. Where we approach society form a specific individual point of view, in other
societies, the ‘we’ is more important and can colour the way we approach depression, for example.
12 In an earlier article, Kleinman (1980) does recognise this, while stating that one cannot consider the
patient–doctor relationship as a simple transaction: Kleinman (1980, 1988; Kleinman and Benson,
2006) emphasises that practitioners too become influenced by the contacts with their patients, that
their explanatory models are also influenced by their ethnicity, social class and so on, and show
significant cultural patterning, like the models of their patients.
13 It should be noted that in the case of patients coming of diasporic communities from various
countries who identify as Muslim in West-European societies, these conditions are often missing: in
Belgium, for instance, there are only a handful of professional therapists belonging to the diasporic
communities from Muslim-majority countries.
14 Our point here is not to argue that differences in subject positions between a counsellor and a client
are intrinsically problematic; as cases have been documented where differences in background of
psychiatrist and patient does not hinder the construction of a therapeutic alliance (Bhui and
Bhugra, 2004). Rather, we are interested in how these differences are framed and evaluated, as
occurs in statements that counsellors and clients ideally should, or should not, have the same ethnic
background.
References
Abdullah, S. (2007) Islam and counseling: Models of practice in Muslim communal life.
Journal of Pastoral Counseling 42: 42–55.
Abdullah, T. and Brown, T.L. (2011) Mental illness stigma and ethnocultural beliefs,
values, and norms: An integrative review. Clinical Psychology Review 31: 934–948.
Ali, O.M. and Aboul-Fotouh, F. (2012) Traditional mental health coping and help-seeking.
In: S. Ahmed and M.M. Amer (eds.) Counseling Muslims. Handbook of Mental Health
Issues and Interventions. New York: Routledge.
Appignanesi, L. (2008) Gek, slecht en droevig. Een geschiedenis van vrouwen in de
psychiatrie van 1800 tot heden. Amsterdam: De bezige bij.
Barnes, C. and Mercer, G. (2003) Disability. London: Polity.
Rondelez et al
 2016 Macmillan Publishers Ltd. 1755-6341 Subjectivity
Beauboeuf-Lafontant, T. (2007) You have to show strength: An exploration of gender,
race, and depression. Gender & Society 21: 28–51.
Beresford, P. (2000) What have madness and psychiatric system survivors got to do with
disability and disability studies? Disability & Society 15: 167–172.
Bhambra, G.K. (2007) Sociology and postcolonialism: An other ‘missing’ revolution?
Sociology 41: 871–884.
Bhui, K. and Bhugra, D. (2004) Communication with patients from other cultures: The
place of explanatory models. Advances in Psychiatric Treatment 10: 474–478.
Blackman, L. (2001) Hearing Voices. Embodiment and Experience. London: Free
Association Books.
Blackman, L., Cromby, J., Hook, D., Papadopoulos, D. and Walkerdine, V. (2008)
Editorial: Creating subjectivities. Subjectivity 22: 1–27.
Blom, J.D., Eker, H., Basalan, H., Aouaj, Y. and Wijbrand Hoek, H. (2010) Klinische les:
Hallucinaties toegedicht aan djinns. Nederlands Tijdschrift voor Geneeskunde 154:
1–4.
Borba, C.P., Depadilla, L., Mccarty, F.A., Von Esenwein, S.A., Druss, B.G. and Sterk, C.E.
(2012) A qualitative study examining the perceived barriers and facilitators to medical
healthcare services among women with a serious mental illness. Womens Health Issues
22: e217–e224.
Braidotti, R. (2013) The Posthuman. Cambridge: Polity.
Brown, T.N. (2003) Critical race theory speaks to the sociology of mental health. Mental
health problems produced by racial stratification. ProQuest 44: 292–301.
Burns, J. (2009) Dispelling a myth: Developing world poverty, inequality, violence and
social fragmentation are not good for outcome in schizophrenia. African Journal of
Psychiatry 12: 200–205.
Buytaert, E., Vandedrinck, E. and Lemmens, G.M.D. (2009) Psychiatrische stoornissen bij
migranten: feiten en hypothesen. Tijdschrift voor Geneeskunde 65: 1–8.
Canguilhem, G. (1989) The Normal and the Pathological. Brooklyn: Urzone, Inc.
Carter, D.J. and Rashidi, A. (2003) Theoretical model of psychotherapy: Eastern Asian-
Islamic women with mental illness. Health Care for Women International 24: 399–413.
Chakraborty, A.T., Mckenzie, K.J., Hajat, S. and Stansfeld, S.A. (2010) Racism, mental
illness and social support in the UK. Social Psychiatry and Psychiatric Epidemiology 45:
1115–1124.
Colac¸o Belmonte, J.A.F. (1976) Klinische lessen: Jnun, een vorm van katatone psychose?
Nederlands Tijdschrift voor de Geneeskunde 120: 1925–1927.
Corker, M. and Shakespeare, T. (2002) Disability/postmodernity: Embodying disability
theory. New York: Bloomsbury Academic Press.
Devlieger, P., Rusch, F. and Pfeiffer, D. (2010) Rethinking disability as same and different!
towards a cultural model of disability. In: P. Devlieger, F. Rusch and D. Pfeiffer (eds.)
Rethinking Disability. The Emergency of New Definitions, Concepts and Communities,
3rd ed. Antwerpen: Garant.
Doornbos, M.M., Zandee, G.L., Degroot, J. and Warpinski, M. (2013) Desired mental
health resources for urban, ethnically diverse, impoverished women struggling with
anxiety and depression. Qualitative Health Research 23: 78–92.
Fadil, N., Asri, F.E. and Bracke, S. (2015) Islam in Belgium. Mapping an emerging
interdisciplinary field of study. In: J. Cesari (ed.) The Oxford Handbook for European
Islam. Oxford: Oxford University Press.
Racism, Migration, and Mental Health. Theoretical Reflections from Belgium
 2016 Macmillan Publishers Ltd. 1755-6341 Subjectivity
Fanon, F. (1952) Peau noir, masques blancs France: E´ditions du Seuil.
Fanon, F. (1961) Les damne´s de la terre. Paris: E´ditions Maspero.
Fossion, P., Ledoux, Y., Valente, F., Servais, L., Staner, L., Pelc, I. and Minner, P. (2002)
Psychiatric disorders and social characteristics among second-generation Moroccan
migrants in Belgium: An age- and gender-controlled study conducted in a psychiatric
emergency department. European Psychiatry 17: 443–450.
Fossion, P., Servais, L., Rejas, M.-C., Ledoux, Y., Pelc, I. and Minner, P. (2004) Psychosis,
migration and social environment: An age-and-gender controlled study. European
Psychiatry 19: 338–343.
Foucault, M. (2006) History of Madness. London: Routledge.
Gailly, A., et al. (1988) Psychische klachten bij Turken en hun benadering. Brussel:
Cultuur en Migratie v.z.w.
Goodley, D. (2011) Disability Studies. An Interdisciplinary Introduction. London: SAGE
Publications Ltd.
Goodley, D., Hughes, B. and Davis, L. (eds.) (2012) Disability and Social Theory. New
Developments and Directions. Basingstoke: Palgrave Macmillan.
Groen, S. (2009) Recognizing cultural identity in mental health care: Rethinking the
cultural formulation of a Somali patient. Transcult Psychiatry 46: 451–462.
Gustavsson, A., Sandvin, J., Traustado´ttir, R. and Tossebro, J. (2005) Resistance,
Reflection and Change. Nordic Disability Research. Lund: Studentlitteratur.
Hahn, R.A. and Kleinman, A. (1983) Biomedical practice and anthropological theory:
Frameworks and directions. Annual Review of Anthropology 12: 305–333.
Harding, S. (2008) Sciences From Below. Feminisms, Postcolonialities, and Modernities.
Durham: Duke University.
Inhorn, M.C. and Serour, G.I. (2011) Islam, medicine, and Arab-Muslim refugee health in
America after 9/11. The Lancet 378: 935–943.
Karlsen, S., Nazroo, J.Y., Mckenzie, K.J., Bhui, K. and Weich, S. (2005) Racism, psychosis
and common mental disorder among ethnic minority groups in England. Psychological
Medicine 35: 1795–1803.
Khalifa, N. and Hardie, T. (2005) Possession and Jinn. Journal of the Royal Society of
Medicine 98: 351–353.
Kleinman, A. (1980) Patients and Healers in the Context of Culture. An Exploration of the
Borderland between Anthropology, Medicine, and Psychiatry. Berkeley: University of
California Press.
Kleinman, A. (1987) Anthropology and psychiatry. The role of culture in cross-cultural
research on illness. The British Journal of Psychiatry 151: 447–454.
Kleinman, A. (1988) The Illness Narratives. Suffering, Healing & the Human Condition.
New York: Basic Books.
Kleinman, A. and Benson, P. (2006) Anthropology in the clinic: The problem of cultural
competency and how to fix it. PLoS Medicin 3: e294.
Kristiansen, K. (2005) Madness, badness and sadness: Ontology control in ‘‘mental health
land’’. In: K. Kristiansen and R. Traustaddo´ttir (eds.)Gender and Disability Research in
the Nordic Countries. Lund: Studentliteratur.
Linton, S. (1998) Claiming Disability: Knowledge and Identity. New York: New York
University Press.
Rondelez et al
 2016 Macmillan Publishers Ltd. 1755-6341 Subjectivity
Lodewyckx, I., Janssens, A., Ysabie, P. and Timmerman, C. (2005) Allochtone en
autochtone jongeren met psychische problemen en gedragsproblemen: Verschillende
trajecten naar de hulpverlening? Drukkerij Peten.
Mahmood, S. (2005) Politics of Piety: The Islamic Revival and the Feminist Subject.
Princeton: Princeton University Press.
Mccall, L. (2005) The complexity of intersectionality. Signs: Journal of Women in Culture
and Society 30: 1771–1800.
Meekosha, H. (2011) Decolonising disability: Thinking and acting globally. Disability &
Society 26: 667–682.
Mellor, D., Carne, L., Shen, Y.-C., Mccabe, M. and Wang, L. (2013) Stigma toward
mental illness: A cross-cultural comparison of Taiwanese, Chinese immigrants to
Australia and Anglo-Australians. Journal of Cross-Cultural Psychology 44: 352–364.
Mestdagh, A. and Hansen, B. (2014) Stigma in patients with schizophrenia receiving
community mental health care: A review of qualitative studies. Social Psychiatry and
Psychiatric Epidemiology 49: 79–87.
Missinne, S. and Bracke, P. (2012) Depressive symptoms among immigrants and ethnic
minorities: A population based study in 23 European Countries. Social Psychiatry and
Psychiatric Epidemiology 47: 97–109.
Mohanty, C.T. (1988) Under western eyes: Feminist scholarship and colonial discourses.
Feminist Review 30: 61–88.
Nathan, T. (2001) Nous ne sommes pas seuls au monde. Les enjeux de l’ethnopsychiatrie.
Paris: Le Seuil.
Patel, V. (2001) Cultural factors and international epidemiology. British Medical Bulletin
55: 33–45.
Reniers, G. (1999) On the history and selectivity of Turkish and Moroccan migration to
Belgium. International Migration 37: 679–713.
Roets, G. and Braidotti, R. (2012) Theorizing the unity of bodies and minds: Nomadology
and subjectivity in disability studies. In: D. Goodley, B. Hughes and L. Davis (eds.)
Disability and Social Theory. New Developments and Directions. Basingstoke: Palgrave
Macmillan.
Rose, N. (1998) Inventing Ourselves. Psychology, Power, and Personhood. Cambridge:
Cambridge University Press.
Rose, N. (1999) Governing the Soul. The Shaping of the Private Self. London: Free
Association Books.
Said, E.W. (1981) Covering Islam. How the Media and the Experts Determine How We
See the Rest of the World. London: Routledge.
Said, E.W. (2005) Orie¨ntalisten. Amsterdam: Mets & Schilt.
Sayyid, B.S. (2003) A Fundamental Fear. Eurocentrism and the Emergence of Islamism.
London: Zed Books Ltd.
Schieman, S., Bierman, A. and Ellison, C. (2013) Religion and mental health. In: C.S.
Aneshensel, J.C. Phelan and A. Bierman (eds.) Handbook of the Sociology of Mental
Health, 2nd ed. New York: Springer.
Shaw, L.R., Chan, F. and Mcmahon, B.T. (2011) Intersectionality and disability
harassment: The interactive effects of disability, race, age, and gender. Rehabilitation
Counseling Bulletin 55: 82–91.
Sheikh, A. (2005) Jinn and cross-cultural care. Journal of the Royal Society of Medicine 98:
339–340.
Racism, Migration, and Mental Health. Theoretical Reflections from Belgium
 2016 Macmillan Publishers Ltd. 1755-6341 Subjectivity
Tremain, S.L. (ed.) (2005) Foucault and the Government of Disability. Ann Arbor, MI:
University of Michigan Press.
Tsang, A.K.T., Bogo, M. and Lee, E. (2011) Engagement in cross-cultural clinical practice:
Narrative analysis of first sessions. Clinical Social Work Journal 39: 79–90.
Utz, A. (2012) Conceptualizations of mental health, illness, and healing. In: S. Ahmed and
M.M. Amer (eds.) Counseling Muslims. Handbook of Mental Health Issues and
Interventions. New York: Routledge.
Van de Velde, S. and Van der Bracht, K. (forthcoming) The Relation between Religion and
Depression in Europe. ESR.
Vandekinderen, C. and Roets, G. (2016). The post(hu)man always rings twice: Theorising
the difference of impairment in the lives of people with ‘mental health problems.
Disability & Society 1–14.
Verhaeghe, P.-P., Van der Bracht, K. and Van de Putte, B. (2012) Migrant zkt toekomst.
Gent op een keerpunt tussen oude en nieuwe migratie. Antwerpen: Garant.
Wood, E., Watson, R. and Hayter, M. (2011). To what extent are christian clergy acting as
frontline, mental health workers? A study from the North of England. Mental Health
Religion and Culture 14: 769–783.
Rondelez et al
 2016 Macmillan Publishers Ltd. 1755-6341 Subjectivity
